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INTRODUCTION
Recent advances in surgical techniques have trended
toward minimally invasive procedures. Currently, a laparo-
scopic approach has become the gold standard for sple-
nectomy because it is an effective, reliable technique
requiring a shorter hospitalization period with fewer
surgical complications, less morbidity, and better esthetic
results (1). However, as the number of ports increases in
laparoscopy, there is an increase in the incidence of
morbidity, including port entrance hernias and infection,
internal organ injury, poorer esthetic results, and most
importantly, bleeding. Morbidity resulting from the use of
multiple ports has prompted the development of techniques
using fewer ports (2).
Herein, we demonstrate the applicability of glove port
single-incision laparoscopy, with a review of the surgical
literature.
CASE DESCRIPTION
A 33-year-old female who initially presented with
spontaneous nosebleeds was diagnosed with immune
thrombocytopenic purpura (ITP) and had been followed
for two years. After the patient developed steroid resistance,
a splenectomy was planned. She had previously undergone
surgery for a perforated peptic ulcer. A physical examina-
tion identified a midline incision scar above the abdomen.
Ultrasonography indicated that the spleen was of normal
size. No intravenous antibiotics were administered pre-
operatively. The patient was treated with cortisol for the
surgery.
SURGICAL TECHNIQUE
With the patient in the 30˚right lateral decubitus position,
the abdominal cavity was entered through a 22-mm incision
parallel to the skin folds at the left midclavicular line. A
surgical glove port was formed using an extra-small
ALEXIS wound protector (Applied Medical, Rancho Santa
Margarita, CA, USA) and a size 7.5 standard surgical glove
(Figures 1 and 2). One 12-mm and two 5-mm trocars were
placed through incisions made in the glove fingers.
Following CO2 insufflation, adhesions around the gastro-
splenic ligament, which were caused by the previous peptic
ulcer surgery, were dissected using an ultrasonic dissector.
The spleen was suspended with a SILS clinch 36 grasper
(Covidien, Mansfield, MA, USA) and dissected from its
ligaments with the help of a harmonic dissector. After the
hilum of the spleen was exposed, it was cut using an Endo-
GIA II stapler (60-mm long, 2.5-mm staples, Auto Suture;
US Surgical, Norwalk, CT) (Figure 3). The spleen was placed
in a 15-mm bag (EndoCatch II, Autosuture, Covidien,
Mansfield, MA, USA) (Figure 4), crushed, and removed
from the abdominal cavity through the ALEXIS port. The
procedure took 45 min. No intraoperative complications
occurred during surgery.
The patient developed tachycardia on the second post-
operative day, and her hemoglobin level decreased.
Computed tomography showed a hematoma initiating
where the spleen had been removed and extending to the
pelvis. The patient then underwent a second surgery. With
the patient in the same position, another surgical glove port
was made, and the abdomen was explored. Bleeding was
discovered at the vascular stapler line. The bleeding was
sutured laparoscopically. After the intra-abdominal hema-
toma was drained, the abdominal cavity was irrigated.
Finally, a drain was placed at the previous location of the
spleen. The patient was discharged from the hospital on the
third postoperative day. The pathology report showed
congested splenectomy material consistent with ITP.
DISCUSSION
Single-port laparoscopy has been adapted to many
surgical procedures (2-8). Other studies have demonstrated
that laparoscopic splenectomy can be performed using only
one incision (8-11). The advantages of the surgical glove
port technique compared to the single-port technique
include its ease of placement and use of inexpensive
surgical equipment (12,13). The cost difference between
these two techniques is an important factor, particularly in
developing countries. Additionally, the surgical glove port
technique ensures a safer entry while placing the port, and
the surgeon has more mobility with the glove port
technique than with the single-port technique. However,
manipulations performed laparoscopically through a single
port are more difficult compared with a standard laparo-
scopic approach.
More trocars can be placed through the glove fingers by
making wider incisions as necessary. In this case, because of
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previous peptic ulcer surgery, an incision in the hypochon-
driumwas preferred to a transumbilical entry. Consequently,
the adhesions resulting from the previous operation posed no
problems. A transumbilical entry may be a better esthetic
choice in patients with no intraabdominal adhesions. We
believe that a transumbilical incision would not cause any
technical difficulties.
Another advantage of the surgical glove port compared
with the standard laparoscopic splenectomy is that there is
no need for a new incision or to enlarge the existing incision
to remove the spleen from the abdomen. The disadvantages
of this technique include punctures in the glove or ALEXIS
port and gas leakage during the surgery. However, these
problems are easily resolved during the procedure. In our
case, the subsequent hemorrhage was easily treated using
the glove-port technique. Although most new techniques
are typically more expensive than established techniques,
the glove port technique uses less costly, more widely
available surgical equipment (12).
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Figure 1 - Glove port preparation.
Figure 2 - The glove port.
Figure 3 - Cutting the hilum of the spleen using an Endo-GIA II
stapler.
Figure 4 - The spleen was placed in a 15-mm bag, crushed, and
removed from the abdominal cavity through the ALEXIS port.
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